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Abstract

Purposes: To implement a mindfulness meditation program with Arabic speaking clients
as an adjunctive treatment of depression
Background: Depression rates among Iraqi refugees are between 28.3 and 75%
compared to 8.6% in the general population (Slewa-Younan, Guajardo, Heriseanu, &
Hasan, 2015). Treatment options are limited at Neighborhood Healthcare in El Cajon due
to budget limitations, cultural beliefs and language barriers, among other reasons.
Individual therapy is intended to be a brief intervention due to limited staffing. Many
middle eastern refugees decline group therapy due to stigma surrounding mental health
treatment and concerns about privacy. Even though traditional treatment options are
effective in many cases, there is also a gap in care. Numerous patients continue to exhibit
significant depression with the current interventions in place. Mindfulness interventions
are shown to have a medium to large effect size for the treatment of depression. In
addition, mindfulness interventions are easy to teach and can be practiced by the patient
independently.
Methods: The nurse practitioner met with six clients for individual sessions in order to
teach clients how to meditate. Inclusion criteria are a Patient Health Questionnaire 9
(PHQ-9) score greater than 10 and primary language of Arabic. The nurse practitioner
instructed clients regarding guided meditation and mindfulness. The patients had access
to meditation tracks and were calls by clinic staff to encourage practice at home during
the initiation of treatment. Quality of Life Scores (QoL) were measured at the first and
last session. PHQ-9 scores were measured at all sessions.
Outcomes Achieved: Three of six patients completed the program with partial adherence
to treatment. Patients experiences a 9% to 58% increase in QoL. One patient experienced
an improvement in PHQ-9. Patients reports positive outcomes subjectively and planned
to continue meditating.
Conclusions: Meditation is a treatment option already widely used in western cultures.
Although meditative practices are used in some religious practices, most Middle Eastern
patient have little exposure to meditation. Recently, resources for meditation in Arabic
were developed in Australia and have already shown to be effective in the treatment of
depression for people from the Middle (East South Eastern Sydney Local Health District,
2017).
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Stop, Meditate, and Listen: A Treatment Modality for Iraqi Refugees with Depression
Neighborhood Healthcare (NHC) is a system of Federally Qualified Healthcare
Centers (FQHC) in southern California. NHC works under a model of integrated care and
provides many services, including primary care, women’s health care, mental health care,
chiropractic care, and dental care. NHC services low-income families with Medi-Cal and
Medicare insurance plans. NHC also offers services to people without insurance as part
of their core value to provide healthcare regardless of someone’s ability to pay. There are
a large number of middle eastern patients at the NHC location in El Cajon.
According to the California Department of Social Services, San Diego County
admitted the most refugees in California compared to other counties (California
Department of Social Services, 2017). Between 2012 and 2016; about 75% of the thirteen
thousand refugees who arrived in San Diego during this time period were from Iraq
(California Department of Social Services, 2017). El Cajon has become one of two areas
in the United Stated where Iraqi refugees are settling in large numbers; a Los Angeles
Times article reports that 60,000 Chaldeans (Iraqi Christians) live in El Cajon and that
many Syrian refugees are following suite.
Around sixty percent of the patient served at NHC El Cajon are Arabic speaking.
Many of the patients are Iraqi refugees suffering with depression, anxiety, and posttraumatic stress disorder. In a recent meta-analysis, the prevalence rate of depression
among Iraqi refugees was between 28.3% and 75% compared to 8.6% in the general
population of the United States (Slewa-Younan, Guajardo, Heriseanu, & Hasan, 2015).
There are many stressors for the Iraqi patients, including significant trauma history,
acculturation, separation from family, lack of community, and other stressors common to
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all people. There are multiple services currently available to patients with mental health
disorders at NHC El Cajon.
First, the patient will see a primary care provider to treat their medical conditions and
the provider will make appropriate referrals. Then, the patient is referred to mental health
services within NHC when the person is identified as having a mental health disorder
which requires more specialized care. Then, the patient will meet with a psychologist for
individual therapy. Most clients are only able to have thirty-minute sessions every four to
six weeks due to a limited number of psychologists and space within the facility. Many
middle eastern clients are not willing to attend group therapy.
There is a stigma associated with getting mental health treatment within the middle
eastern culture. Furthermore, many middle eastern patients do not believe the other
patients in the group will keep information confidential. In fact, one patient shared in
group and later learned another patient had disclosed her information within the
community. There are other reasons clients do not want to attend group therapy. Many
clients do not want to be around other people due to depression, anxiety, and
hyperarousal. Furthermore, some of our patients have limited transportation. Lastly, there
can be barriers to developing a therapeutic alliance, such as a lack of in-person
interpretation services in some cases.
As part of individual therapy sessions, the psychologist will generally screen patients
to determine if they also need medication management services from a psychiatric
provider. The psychiatric provider will prescribe pharmaceuticals based on symptoms
and choose medications based on current evidence. The clients generally come in for
follow-up appointments once every two to three months depending on the provider’s
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schedule and acuity of symptoms. There are also barriers specific to medication
management of mental disorders.
Medication compliance can be difficult with middle eastern patients because often
patients quit taking medication when they feel better, or the patient may only take it on
the days they are noticing symptoms. Furthermore, not all pharmacies write labels in
Arabic causing the patients to not take the medication as instructed. In addition, many
middle eastern patients at NHC suffer from Helicobacter pylori infections and will not
take their medications if they are feeling nauseous. In addition to medication, both the
psychologist and psychiatric providers encourage lifestyle modification.
A few people will go for walks, but the majority of patients are not willing to exercise.
It is also difficult to get patients to change their diet. Many patients sit and watch Arabic
television most of the day, and this can trigger depression and trauma since news of the
middle east shows between television programs. Many of the clients are not ready to
incorporate lifestyle modifications, but this problem is not unique to one group of people.
Some of the patients do improve, but there are many with treatment resistant depression.
NHC currently monitors Patient Health Questionnaire - 9 (PHQ-9) scores to track
depression in the patients. In 2017, NHC had a total of 3,655 Arabic speaking patients.
Of those patients, 11.8% had a PHQ-9 score greater than 10. The goal of the nurse
practitioner project is to incorporate another therapeutic intervention to help the middle
eastern patients with treatment resistant depression.
Background
The nurse practitioner considered interventions that would be patient centered and
culturally sensitive to privacy needs when identifying other treatment options. The
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chosen therapeutic modality needed to overcome some of the barriers of the current
treatment options. Ideally, the interventions would involve minimal effort for the clients
and one patients are able to do at home.
Currently, mindfulness is the new frontier of mental health treatment. “Mindfulness
refers to paying attention deliberately in the present moment with a non-judgmental
attitude” (Klainin-Yobas, Cho, & Creedy, 2012, p. 110). Meditation is one form of a
mindfulness-based intervention. Meditation is “a broad set of psychosomatic practices
that involve training and regulating attention towards interoceptive or exteroceptive foci,
or intentionally created mental images, while observing or redirecting attention from
distracting thoughts” (Jain, Walsh, Eisendrath, Christensen, & Rael Cahn, 2015, p. 2).
Examples of interoceptive foci include one’s breathing or sensations of one’s body.
Exteroceptive foci are usually some sort of object on which a person will focus.
Meditation is a practice people are able to do alone in any setting. For those new to
meditation, it is usually easier to begin by using some form of guided meditation.
PubMed and CINAHL were used when searching for evidence to support using
mindfulness meditation. The search terms used were depression, meditation, and
mindfulness. Several meta-analyses were available. Forty-three articles were reviewed
and ultimately four were used as the key sources of evidence informing the decision to
move forward with implementing a mindfulness meditation intervention. Upon review of
the data, there was strong evidence to show that meditation was an effective treatment
strategy for depression.
A large effect size was shown in a meta-analysis of studies using mindfulness
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meditation protocols for the treatment of depression (Khoury, Lecomte, Fortin, Masse,
Therien, Bouchard, et al., 2013). Additionally, another meta-analysis of randomized
control trials demonstrated that meditation also had a significant effect on patient with an
acute episode of Major Depressive Disorder and those in partial remission (Jain, Walsh,
Eisendrath, Christensen, & Rael Cahn, 2015). A third meta-analysis showed a large effect
size of mindfulness-based stress reduction centered around meditation (Klainin-Yobas, et
al., 2012). Last, another meta-analysis of randomized control trials showed moderate to
large effect size for the use of mindfulness-based interventions (MBI) for the treatment of
depression (Strauss, Cavanagh, Oliver, & Pettman, 2014). Meta-analyses are considered
the highest level of evidence (Melnyk & Fineout-Overholt, 2015).
Evidence Based Intervention
Mindfulness based interventions have become increasingly popular for the treatment
of depression, anxiety, and other mental health disorders. The primary intervention of the
project was to introduce patients to meditation at the clinic in a one on one setting. The
clients then meditated at home as well.
There are currently many meditation applications available in English and other
languages which people can download to their phone. Mindfulness meditation resources
in Arabic are limited, and some of the meditation tracks available are not translated well
into Arabic. The treatment team found one well-made resource after an extensive internet
search. The South Easter Sydney Local Health District (SESLHD) developed guided
meditations in Arabic and put the meditation tracks on their website so others might be
able to use them freely. The aim of the evidenced-based project was to introduce clients
to mindfulness meditation through the tracks produced by SESLHD. The goal of this
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brief intervention was to decrease PHQ-9 scores by five points in each participating
patient and to improve QoL.
All clients were offered four individual sessions in which the meditation tracks were
introduced, and the client practiced meditation. Prior to starting the track, the clients
completed a PHQ-9 to measure the level of depression over the past two weeks (Sawaya,
Atoui, Hamadeh, Zeinoun, & Nahas, 2016). In addition to practicing meditation, the
clinician evaluated state of other mental health disorders and adjust medications as it was
appropriate. Between appointments, the staff then called clients to encourage them to use
tracks at home.
There was complete buy-in after introducing the idea of mindfulness meditation in
Arabic to the behavioral health team at NHC El Cajon. Other staff members also want to
be involved with implementing the project. Although many were excited to start the
project, there were some potential barriers.
Establish Benchmarks
Multiple publications identified similar gaps in evidence for mindful based therapies.
First, studies need to have better designs with a more homogenous control group (Jain, et
al., 2015). Also, study sizes need be larger with improved control over extraneous factors
(Klainin-Yobas, et al., 2012). In addition to short-comings with study design, there are
also gaps subject areas of mindfulness.
There is a need for more studies that show how mindfulness interventions fit in with
other therapies (Khoury, et al., 2013; Jain, et al., 2015). The current research does not
study ways of incorporating mindfulness-based interventions with medication

12
management and other psychotherapies. The available body of evidence also lacks
studies that explore ways for sustaining meditation practices and long-term studies of
meditation (Klainin-Yobas, et al., 2012). In addition, the nurse practitioner was able to
find few publications regarding implementation of meditation or mindfulness-based
programs in Arabic-speaking patients. There were no meta-analyses on the subject of
Arabic meditation.
PICO Questions
P: In Arabic speaking clients with PHQ-9 scores greater than or equal to 10
I: Does mindfulness meditation
C: Compared to current practice (medication and psychotherapy alone)
O: Decrease PHQ-9 scores
T: Within 2 months
In Arabic speaking client at Neighborhood Healthcare El Cajon with a PHQ-9 score
greater than or equal to ten does mindfulness medication compared to current practice
decrease PHQ-9 scores over a 2-month period?
EBP Model
The Iowa Model was used as a guide to implement the project. The Iowa model is
intended for a multidisciplinary team (Melnyk & Fineout-Overholt, 2015). The Iowa
model is a well-established tool, and it has multiple feedback loops, which offer
opportunities to reflect on the direction of the project (Melnyk, et al., 2015). The model is
also very details, and it is organized in a linear fashion (Melnyk, et al., 2015). The Iowa
model helped ensure the team did not miss important steps while developing and
evaluating the evidence-based project.
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The Iowa model first has users identify a “trigger” based on new/more current
knowledge or a problem that has been recognized in the healthcare setting (Melnyk, et
al., 2015). The user later develops a team of multidisciplinary professionals after
determining that the trigger is a priority for the setting (Melnyk, et al., 2015). Then, the
team synthesizes and critiques the evidence available (Melnyk, et al., 2015). If there is
sufficient evidence the team will develop a pilot project (Melnyk, et al., 2015). If there is
not enough evidence the team will have to conduct research (Melnyk, et al., 2015). After
the pilot is complete, the team decides whether or not the organization should change
practice and then disseminates the results (Melnyk, et al., 2015).
Process Plan and Evaluation
Stakeholder Identification
The process stakeholders on the project included the therapists and psychiatrists who
also want to use mindfulness interventions with their Arabic-speaking clients. These
process stakeholders were present on sight in El Cajon. The nurse practitioner kept the
stakeholders updated and engaged by giving periodic updates at meetings. Additionally,
the nurse practitioner’s faculty chair was kept informed on the progress of the project by
periodic e-mails or meetings.
The outcome stakeholders are the medical director, behavioral health director, and
other administrators. The nurse practitioner kept outcome stakeholders updated by
sending periodic e-mails since most of these stakeholders were off-site.
Process Indicators Data Monitoring
First, the patients at the clinic already have documented PHQ-9 scores which are a
valid and reliable measure of depression severity in Arabic-speaking patients (Sawaya,
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2016). PHQ-9 scores are tracked every two to three months as a quality measure. The
nurse practitioner continued to track PHQ-9 scores over the course of the project.
The nurse practitioner also measured Quality of Life (QoL) scores. QoL is defined as
“a person’s sense of well-being that stems from satisfaction or dis-satisfaction with the
areas of life that are important to him/her” (Ferrans, 1990). The QoL instruments
examines four areas of life theorized to be important to QoL: “health and functioning,
socioeconomic, psychological/spiritual, and family” (Halabi, 2006).
After getting buy-in from the six patients that participated in the pilot study, the nurse
practitioner presented the basic concepts of meditation and mindfulness during individual
sessions. Then, the nurse practitioner presented a guided meditation track in Arabic.
There were four sessions offered to each patient in the pilot. The purpose of presenting
the information in a private, individualized setting was a strategy used to help motivate
the patients to meditate at home.
The patients was provided with a compact disc (CD) of the meditation tracks and they
were also be provided with the website from which the tracks could be streamed. The
nurse practitioner asked the patients to meditate three times a week. Research shows
patients are half as likely to experience a relapse of depression if they practice
mindfulness at least three times a week during treatment for depression (Crane et al.,
2014). The Arabic-speaking staff at the clinic periodically called to check on the patients’
progress at home.
Outcome Indicators Data Monitoring
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As indicated above, PHQ-9 scores were measured at the four meditation sessions to
note differences in severity of depression. The clients also completed QoL screenings at
the first and last session offered to the patient.
Data Analysis
The nurse practitioner tracked PHQ-9 scores to see if there is a change over the 2month intervention period. The QoL scores were calculated using available tools to see if
there is a difference in scores pre-intervention and post-intervention.
Cost Benefit Analysis
The additional cost required for the project was limited. No additional staff were
needed to implement the meditation sessions at the clinic. The only additional cost was
for the CD which will be given to the clients participating with mindfulness sessions. The
psychologist will be able to bill for therapy sessions at the clinic for each patient to whom
they introduce mediation. Each patient that completes meditations sessions at the clinic
will bring a profit as shown in the table below.
Table 1
Cost Benefit Analysis of Meditation Sessions
Cost
CDs

Benefit
$7 $64 per session (Medi-Cal),

$2,560

40 sessions (4 each for 10)
Expected profit per patient
(California Department of Health Care Services, n. d.)
Dissemination

$256
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First, the nurse practitioner gave a presentation at the University of San Diego Hahn
School of Nursing in March 2018. Then, the results were shown at a poster presentation
at the Western Institute of Nursing 50th Annual Communicating Nursing Research
Conference in April 2018. The the key stakeholders at NHC heard the nurse practitioner
present the findings of the pilot in April 2018. Finally, the University of San Diego Hahn
School of Nursing hosts a poster presentation day each spring and the nurse practitioner
presented her findings there in May 2018.
Sustainability
The nurse practitioner implemented the pilot at NHC El Cajon and had a vested
interest in continuing the project to wider implementation and sustainability. The
behavior health team at NHC met. They planned to use meditation in Arabic on a larger
scale. Meditation will be incorporated into group therapy for Arabic-speaking patients.
All the clinicians will begin offering meditation instruction to patients identified as
appropriate for mindfulness interventions. The nurse practitioner will continue to make
sure meditation CDs are available at the clinic for Arabic speaking clients. The idea is
that this mindfulness intervention will be one tool available to clinicians at NHC,
especially for clients unwilling to participate with group therapy. The clinicians will
periodically check in with the clients who have completed the meditation sessions to
encourage the clients to continue meditating at home.
Evaluation of Evidence-Based Interventions and Outcomes
The pilot was implemented from January 2018 until March 2018. There were six
patients who express interested in participating with the pilot. Half of the patient
completed the mediation program, and all patient missed at least one appointment during
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the pilot. Some patients were able to reschedule missed appointments. The other half of
the patients did not complete the pilot for various reasons such as a death in the family or
getting the flu. One patient did say she was “too stressed out to meditate.”
The three patients completing the study had between 9% and 58% improvement in
QoL. One patient demonstrated a drop in PHQ-9 score from 24 to 16 over a two-month
period of time. Those who adhered mostly closely to appointments and practice at home
showed the most improvement in outcome scores. Although not everyone experienced
improvements in PHQ-9 scores, everyone did report qualitative improvements and an
improvement in QoL.
One patient reported sleeping much better. Another patient stated he was “looking at
life differently” and indicated he was viewing stressful life situations in a more positive
mindset. The last patient noticed she felt “comfortable psychologically, my breathing is
regular, body relaxed, pressure in my head down.” Also, a few of the patients had
difficulty with finding a comfortable way of meditating and felt the individualized
instruction was helpful in resolving difficulties. Although the patients reported qualitative
and quantitative improvements, some of the patients did have critiques for the pilot.
A few of the patients reports concerns over privacy. Different interpreters were
contacting the patients to check-in on how the meditation was working and to remind the
patients to practice three times per week. The patients would have preferred that the same
interpreter contact them each time to decrease the number of people aware they were
meditating. One patient stated that at first, she “did not believe in” meditation, and she
indicated public knowledge of her meditating would portray her in a negative way within
her community.
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Implications for Clinic Practice
Meditation is one way of improving qualitative and quantitative outcomes for Arabicspeaking patients. The pilot indicated meditation is an effective and brief intervention
that empowers patients to be more active in their own mental health treatment.
Meditation can improve both QoL and PHQ-9 scores when practiced regularly. In
addition to being beneficial for the patient, mindfulness is a billable service which can
add additional avenues for revenue at the clinic. Last, more access to treatment could be
created if the team is able to stabilize people more efficiently.
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Final DNP Exemplars

AACN DNP Essentials/NONPF Competencies/USD DNP Program
Outcomes Exemplars
Semester
MSN Hours
Fall 2016
Spring 2017
Summer 2017
Fall 2017
Spring 2018
Total
AACN DNP Essentials &
NONPF Competencies

Clinical Hours
500
310
348
214
245
210
1327
USD DNP Program
Objectives

DNP Essential I: Scientific 2. Synthesize nursing and
Underpinnings for
other scientific and ethical
Practice
theories and concepts to
create a foundation for
NONPF: Scientific
advanced nursing practice.
Foundation Competencies
The scientific foundation of
nursing practice has
expanded and includes a
focus on both the natural
and social sciences
including human biology,
genomics, science of
therapeutics, psychosocial
sciences, as well as the
science of complex
organizational structures.
In addition, philosophical,
ethical, and historical issues
inherent in the development
of science create a context
for the application of the
natural and social sciences.
DNP Essential II:
Organizational & System

5. Design, implement, and
evaluate ethical health care

Exemplars
Provide bulleted exemplars that
demonstrates achievement of
each objective

Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18Leininger’s theory of
cultural congruent care
Fall 16, Spr 17, DNP
project- new practice
approaches for tx resist.
depression
Spr 17- Complete
Literature Review on
Mindfulness
Spr 17, Sum 17, Fall 17,
Spr 18- Utilize IOWA
Model for Program
Planning
Sum 17- Utilize driver
diagram for Strategic
Planning of DNP project

Spr 17, Sum 17, Fall 17,
Spr 18- DNP project will
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Leadership for Quality
Improvement & Systems
Thinking
NONPF: Leadership
Competencies/Health
Delivery System
Competencies

delivery systems and
information systems that
meet societal needs and
ensure accountability for
quality outcomes.

Advanced nursing practice
includes an organizational
and systems leadership
component that emphasizes
practice, ongoing
improvement of health
outcomes, and ensuring
patient safety. Nurses
should be prepared with
sophisticated expertise in
assessing organizations,
identifying system’s issues,
and facilitating
organization-wide changes
in practice delivery. This
also requires political skills,
systems thinking, and the
business and financial
acumen needed for the
analysis of practice quality
and costs.

DNP Essential III:
Clinical Scholarship &
Analytical Methods for
Evidence-Based Practice
NONPF: Quality
Competencies/Practice
Inquiry Competencies
Scholarship and research
are the hallmarks of
doctoral education.
Although basic research is
viewed as the first and most

measure PHQ-9 scores to
measure improvements in
depression
Fall 16, Spr 17, Sum 17Developing cost-effective
interventions for NPO
with limited resources
Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18Participate with provider
meetings,
interdisciplinary meetings
to design better delivery
system
Sum 17- Presentation for
propsed DNP project
given to behavioral health
team at NHC
Spr 18- Implement pilot
Spr 18- Stakeholder
presentation of Arabic
meditation pilot
Spr 18- Sustainability
planning of Arabic
meditation programming

4. Incorporate research
into practice through
critical appraisal of
existing evidence,
evaluating practice
outcomes, and developing
evidence-based practice
guidelines.

Fall 16, Spr 17 Complete literature search
on mindfulness
Fall 16, Spr 17- Utilize
A3 framework to analyze
clinical problems
Fall 16, Spr 17, Spr 18Maintain clinical
standards by attending
conferences.
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essential form of scholarly
activity, an enlarged
perspective of scholarship
has emerged through
alternative paradigms that
involve more than discovery
of new knowledge. These
paradigms recognize: (1)
the scholarship of discovery
and integration “reflects the
investigative and
synthesizing traditions of
academic life”; (2) scholars
give meaning to isolated
facts and make connections
across disciplines through
the scholarship of
integration; and (3) the
scholar applies knowledge
to solve a problem via the
scholarship of application
that involves the translation
of research into practice
and dissemination and
integration of new
knowledge.
DNP Essential IV:
Information
Systems/Technology &
Patient Care Technology
for Improvement &
Transformation of Health
Care
NONPF: Technology &
Information Literacy
Competencies
DNP graduates are
distinguished by their
abilities to use information
systems/technology to
support and improve patient
care and health care
systems, and provide
leadership within healthcare

Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18- Using
EBP to improve health
literacy
Sum 17- Utilize 3-year
financial prospectus to
evaluate expected
financial outcomes of
DNP project
Spr 18- Evaluate results
of Arabic meditation pilot
Fall 17- Training for
Medication Assisted
Treatment program at
clinic to treat opiate
addiction

7. Incorporate ethical,
regulatory, and legal
guidelines in the delivery
of health care and the
selection, use, and
evaluation of information
systems and patient care
technology.

Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18- Utilize
electronic medical record
(eWC) for charting
Educating patients on
portal to increase number
of people accessing
service and improve
communication
Sum 17- evaluated current
meditation apps available
in Arabic for patient to
use
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systems and/or academic
settings. Knowledge and
skills related to information
systems/technology and
patient care technology
prepare the DNP graduates
apply new knowledge,
manage individual and
aggregate level information,
and assess the efficacy of
patient care technology
appropriate to a specialized
area of practice along with
the design, selection, and
use of information
systems/technology to
evaluate programs of care,
outcomes of care, and care
systems. Information
systems/technology provide
a mechanism to apply
budget and productivity
tools, practice information
systems and decision
supports, and web-based
learning or intervention
tools to support and improve
patient care.
DNP Essential V: Health
3. Demonstrate leadership
Care Policy for Advocacy
in collaborative efforts to
in Health Care
develop and implement
policies to improve health
NONPF: Policy
care delivery and outcomes
Competencies
at all levels of professional
practice (institutional,
Health care policy, whether local, state, regional,
created though
national, and/or
governmental actions,
international).
institutional decisionmaking, or organizational
standards, creates a
framework that can
facilitate or impede the
delivery of health care
services or the ability of the
provider to engage in

Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18- Weekly
provider meeting at NHC
Fall 16- Voting in election
for props effecting
healthcare
Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18- Member
of AANP, ANA, CANP
Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18- Educate
public on role of nurse
practitioner
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practice to address health
care needs. Engagement in
the process of policy
development is central to
creating a health care
system that meets the needs
of its constituents. Political
activism and a commitment
to policy development are
central elements of DNP
practice.
DNP Essential VI:
Interprofessional
Collaboration for
Improving Patient &
Population Health
Outcomes
NONPF: Leadership
Competencies
Today’s complex, multitiered health care
environment depends on the
contributions of highly
skilled and knowledgeable
individuals from multiple
professions. In order to
accomplish the IOM
mandate for safe, timely,
effective, efficient, equitable,
and patient-centered care in
this environment, health
care professionals must
function as highly
collaborative teams. DNPs
have advanced preparation
in the interprofessional
dimension of health care
that enable them to facilitate
collaborative team
functioning and overcome
impediments to
interprofessional practice.
DNP graduates have
preparation in methods of

Sum 17- evaluate current
NHC policies as team for
possible revisions

1. Demonstrate advanced
levels of clinical practice
within defined ethical,
legal, and regulatory
parameters in designing,
implementing, and
evaluating evidencedbased, culturally competent
therapeutic interventions
for individuals or
aggregates.
3. Demonstrate leadership
in collaborative efforts to
develop and implement
policies to improve health
care delivery and outcomes
at all levels of professional
practice (institutional,
local, state, regional,
national, and/or
international).

Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18Collaborating with multidisciplinary team
(psychiatrist,
psychologists, MFTs,
MDs, PAs, managers) to
develop culturally
sensitive treatment
options
Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18- Provider
meetings
Fall 16, Spr 17- DNPC
648 Health Policy
Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18Multidisciplinary
approach when
implementing DNP
project
Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18- Use
integrated care model to
provide primary
care/mental health
services
Spr 18- Met with
stakeholders to provide
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effective team leadership
and are prepared to play a
central role in establishing
interprofessional teams,
participating in the work of
the team, and assuming
leadership of the team when
appropriate.
DNP Essential VII:
Clinical Prevention &
Population Health for
Improving Nation’s Health
NONPF: Leadership
Competencies
Consistent with national
calls for action and with the
longstanding focus on
health promotion and
disease prevention in
nursing, the DNP graduate
has a foundation in clinical
prevention and population
health. This foundation
enables DNP graduates to
analyze epidemiological,
biostatistical, occupational,
and environmental data in
the development,
implementation, and
evaluation of clinical
prevention and population.

results of pilot and plan
for sustainability

6. Employ a population
health focus in the design,
implementation, and
evaluation of health care
delivery systems that
address primary,
secondary, and tertiary
levels of prevention.

Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18Developing tertiary
prevention strategies for
PTSD in immigrants from
Middle East
Spr 17- Webinar on
developing primary
prevention strategies in
mental health
Fall 16- Completed DNP
625 Epidemiology and
Biostatistics
Fall 16, Spr 17, Fall 17,
Spr 18- Increase
awareness of importance
of flu vaccine
Sum 17, Fall 17- Increase
awareness of Hepatitis A
outbreak and available
vaccines in San Diego
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DNP Essential VIII:
Advanced Nursing
Practice
NONPF: Independent
Practice/Ethics
Competencies
The increased knowledge
and sophistication of
healthcare has resulted in
the growth of specialization
in nursing in order to ensure
competence in these highly
complex areas of practice.
The reality of the growth of
specialization in nursing
practice is that no individual
can master all advanced
roles and the requisite
knowledge for enacting
these roles. DNP programs
provide preparation within
distinct specialties that
require expertise, advanced
knowledge, and mastery in
one area of nursing
practice. A DNP graduate
is prepared to practice in an
area of specialization within
the larger domain of
nursing.

1. Demonstrate advanced
levels of clinical practice
within defined ethical,
legal, and regulatory
parameters in designing,
implementing, and
evaluating evidence-based,
culturally competent
therapeutic interventions
for individuals or
aggregates.

Fall 16- Help develop
values of NHC
Spr 17- Completed
DNPC 610: Philosophy
of Reflective Practices
Fall 16, Spr 17, Sum 17Use Jean Watson’s
theory of caring for
assessment/planning
Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18Implement culturally
specific DNP projectmindfulness for Arabic
speaking clients
Fall 16, Spr 17, Sum 17,
Fall 17, Spr 18Practicing within the
scope of my license as
governed by state board
of registered nursing
Sum 17, Fall 17- Go
through IRB process
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Appendix A: Evaluation Instruments & Tools

(Spitzer, Wiliams, & Kroenke, 1999)
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(Ferrans & Powers, 1995)
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(Ferrans & Powers, 1995)
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(Ferrans & Powers, 1995)

33

(Ferrans & Powers, 1995)
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(South Eastern Sydney Local Health District, 2017)
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Appendix C: Poster Abstract and Letter of Acceptance
Title: Stop, Meditate, and Listen: A Treatment Modality for Iraqi Refugees with
Depression
Background: Depression rates among Iraqi refugees are between 28.3 and 75%
compared to 8.6% in the general population. Treatment options are limited at
Neighborhood Healthcare in El Cajon due to budget limitations, cultural beliefs, and
language barriers, among other reasons. Individual therapy is intended to be a brief
intervention due to limited staffing. Many middle eastern refugees decline group therapy
due to stigma surrounding mental health treatment and concerns about privacy. Even
though traditional treatment options are effective in many cases, there is also a gap in
care. Numerous patients continue to exhibit significant depression with the current
interventions in place. Mindfulness interventions are shown to have a medium to large
effect size for the treatment of depression. In addition, mindfulness interventions are easy
to teach and be practiced by the patient independently.
Purpose of Project: To implement a mindfulness meditation program in Arabic as an
adjunctive treatment of depression
Framework/EBP Model: Iowa Model of Evidence Based Practice
Evidence-based Intervention/Benchmarks: The nurse practitioner will meet with the
clients for individual sessions. Inclusion criteria are a Patient Health Questionnaire 9
(PHQ-9) score greater than 10 and primary language of Arabic. The nurse practitioner
will instruct clients regarding guided meditation and mindfulness. The patients will have
access to meditation tracks and will get reminder calls from clinic staff encouraging
practice at home during the initiation of treatment. Quality of Life Scores (QOLS) and
PHQ-9 scores will be measured at each session and at three months after sessions have
ended.
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Appendix D: Support Letters
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5998 Alcala Park, San Diego, CA 92110-2492
www.sandiego.edu/nursing

October 5 , 2017

To:

Institutional Review Board, University of San Diego

From:

Michael Terry, DNP, FNP, PMHNP
Clinical Professor, Hahn School of Nursing and Health Science

I am serv ing as Faculty Adviso r / Mento r for the DNP P ro ject Titled: “ Stop,
Meditate, and Listen: A Treatment Mo dality fo r Iraqi Refugees with
D epressio n” co nducted by Katherine Goehring , PM HNP -BC, D NP Student in the
Hahn Schoo l of Nursing and Health Science. I approv e o f this timely and
im portant pro ject and will be adv ising these students thro ugho ut the process.

Sincerely,

M ichael Terry , D NP , FNP , PM HNP
Clinical P ro fessor & Coo rdinator
P sychiatric Nurse P ractitio ner P ro gram
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Appendix E: IRB Letter

Nov 15, 2017 3:53 PM PST
Katherine Goehring
Hahn School of Nursing & Health Science
Re: Exempt - Initial - IRB-2018-144, Stop, Meditate, and Listen: A Treatment
Modality for Iraqi Refugees with Depression
Dear Katherine Goehring:
The Institutional Review Board has rendered the decision below for IRB-2018144, Stop, Meditate, and Listen: A Treatment Modality for Iraqi Refugees with
Depression.
Decision: Exempt
Selected Category: Category 4. Research involving the collection or study of
existing data, documents, records, pathological specimens, or diagnostic
specimens, if these sources are publicly available or if the information is recorded
by the investigator in such a manner that subjects cannot be identified, directly or
through identifiers linked to the subjects.

Findings: This should be a Category 4 study.
Research Notes:
Internal Notes:
Note: We send IRB correspondence regarding student research to the faculty
advisor, who bears the ultimate responsibility for the conduct of the research. We
request that the faculty advisor share this correspondence with the student
researcher.
The next deadline for submitting project proposals to the Provost’s Office for full
review is N/A. You may submit a project proposal for expedited or exempt review
at any time.
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Sincerely,

Dr. Thomas R. Herrinton
Administrator, Institutional Review Board
Office of the Vice President and Provost
Hughes Administration Center, Room 214
5998 Alcalá Park, San Diego, CA 92110-2492
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Appendix F: Poster
Stop, Meditate, and Listen:
A Treatment Modality for Iraqi Refugees with Depression
Katherine Goehring, MSN, PMHNP-BC, Faculty Mentor: Dr. Michael Terry, DNP, FNP, PMHNP
Clinical Mentor: Dr. Dorothy Liu, MD

EBP Model/Framework
ü Iowa Model of Evidence Based Practice

Results
30

Patient 1 QOLS

27

28

ü NHC approval for project
ü University of San Diego, Institutional Review Board approved

25% Improved

Score

25

Project Plan Process

ü Quality of Life Scale (QOLS) at first and last session

ü 3 or 6 patients completed program

ü 2012-2016: 9,024 Iraqi refugees settled in San Diego
County
ü Neighborhood Healthcare (NHC) treated 431 Arabic
speaking patients with Patient Health Questionnaire - 9
(PHQ-9) score >10 in 2017
ü Total number of Arabic speaking patients at NHC: 3655
(18 and older)
ü 11.8% of Arabic speaking patients at NHC with
moderate to severe depression
ü Many middle eastern refugees decline group therapy due to stigma
surrounding mental health treatment/privacy concerns
ü Limited resources in Federally Qualified Health Center setting
ü Untreated depression associated with diabetes, heart disease,
dementia, and other medical conditions
ü Mindfulness interventions are shown to have a medium to large
effect size for the treatment of depression
ü Half as likely to have symptom relapse if meditating 3 times per
week

Purpose
ü To implement a mindfulness meditation program in Arabic as an
adjunct for the treatment of depression
ü Focus is to create intervention which is patient centered
ü Empower patients
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Patient 2 QOLS

9% Improved
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ü Follow up calls between sessions to encourage meditation at
home at least 3 times a week
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ü Stakeholder presentation
ü Disseminate results

Implications for Clinical Practice
üImproved access to care
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Patient 3 QOLS

58% Improved

16

15

16

Score

ü Depression rates among Iraqi refugees between 28.375% in western countries compared to 8.6% in the
general population
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Ove

ü PHQ-9 scores at each session
ü Statistics

20
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Score

Background

20

15

“I feel comfortable
psychologically”

ü Initiate individual meditation sessions with Arabic speaking clients
with depression at NHC in El Cajon, California
ü 4 total sessions teaching use of guided meditations
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”Useful…especially
for depression and
anxiety.”
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üMore culturally sensitive treatment options
üIncreased patient empowerment
üIncrease revenue for non-profit organization
üMindfulness therapy is a billable service
üPotential to improve health outcomes, as depression is correlated to
many costly medical conditions, including dementia and diabetes
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PHQ-9 Scores

24

24
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21

18

18
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16
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14
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10
6-Jan

16-Jan

26-Jan

Patient 1

5-Feb

Patient 2

15-Feb

25-Feb

7-Mar

Patient 3

Conclusions
ü Teaching guided meditation to patients with depression is a brief
intervention
ü Effective intervention in setting where therapy resources are
limited
ü Meditation is a helpful treatment options for patients unable to
participate in group therapy
ü Culturally sensitive to those requiring more privacy
ü Adherence to treatment remains problematic
ü Improved QOLS with partial adherence to recommendations
ü Can improve severity of depression
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Appendix G: Stakeholder Presentation
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